Background: The Arthroplasty Pain Experience (APEX) studies are two randomised controlled trials in primary total hip (THR) and total knee replacement (TKR) at a large UK orthopaedics centre. APEX investigated the effect of local anaesthetic wound infiltration (LAI), administered before wound closure, in addition to standard analgesia, on pain severity at 12 months. This article reports results of the within-trial economic evaluations.
Background
Total hip (THR) and knee replacements (TKR) are common elective procedures with over 150,000 performed annually in the UK NHS [1] . In the USA in 2010, the estimated numbers of hospital discharges after THR and TKR procedures were 332,000 and 719,000, respectively [2] . For most patients with advanced osteoarthritis, THR and TKR are effective in treating pain and restoring physical function. However, some patients report chronic joint pain after surgery. Evidence suggests that around 20 % of patients with TKR and 10 % of patients with THR report an unfavourable pain outcome at between 3 months and 5 years post-operative [3] .
Local anaesthetic wound infiltration (LAI), administered intra-operatively before wound closure, can provide better short-term pain relief and decrease hospital length of stay, but long term effectiveness and costeffectiveness evidence is lacking [4] . In a recent systematic review of LAI, most studies reported outcomes up to 3 months post-surgery, and none of the studies included an economic evaluation of the intervention [4] . The Arthroplasty Pain Experience (APEX) studies are two randomised controlled trials, conducted at a large UK orthopaedic centre, which investigated the effect of intra-operative LAI, in addition to the standard analgesia, on pain severity at 12 months following primary THR and TKR for osteoarthritis [5] .
The aim of this article is to report the results of the two within-trial economic evaluations. We assess the cost-effectiveness of LAI, in addition to the usual analgesia regimen, over the 12 months following surgery, from a health and social care payer perspective. In secondary analyses, we explore the economic results using only a health care payer perspective. In sensitivity analyses, we explore uncertainty around costing assumptions. This article follows the CHEERS reporting guidelines (Additional file 1: Appendix 1) [6] .
Methods
The APEX trials were approved by Southampton and South West Hampshire Research Ethics Committee (09/ H0504/94) and all participants provided written informed consent. The trials were registered as an International Standardised Randomized Controlled Trial (96095682) and as a Clinical Trial of an Investigational Medicinal Product with the Medicine Healthcare and Regulatory Authority (18524/0215/001-0001) and EudraCT (2009-013817-93).
The economic evaluations took a health and social care payer perspective: the NHS and Personal Social Services (PSS), in line with the National Institute for Health and Care Excellence (NICE) recommendations [7] . The APEX trials were two double-blinded singlecentre trials in patients undergoing primary THR or TKR for osteoarthritis [8] . Patients were randomised to receive intra-operative LAI, administered before wound closure, in addition to the standard anaesthetic regimen, or standard anaesthesia alone. Standard anaesthetic care consisted of a spinal anaesthetic alone or in combination with sedation/light general anaesthetic for patients undergoing THR surgery. In TKR, standard care also included administering a femoral nerve block in addition to spinal or general anaesthesia. The primary clinical outcome was the Western Ontario and McMaster Universities Osteoarthritis Index (WOMAC) Pain Scale at 12 months post-operative [9] .
The primary economic analyses alongside the APEX trials were cost-utility analyses, whereby incremental costs were compared with incremental quality adjusted life years (QALYs) gained, at 12 months after surgery. The secondary economic analyses compared the incremental costs with increment health benefits measured by the WOMAC Pain score at 12 months follow-up. In addition, we presented results in relation to both health outcomes from an NHS perspective only.
Health outcomes
The primary health outcome for the APEX trials economic evaluation was the QALY. A QALY is a measure of disease burden that weights survival by quality of life. This generic measure allows for direct effectiveness and cost-effectiveness comparisons between interventions across all patient groups and health conditions. NICE guidelines provide recommendations for UK's societal willingness to pay for one QALY gained [10] , which allows for inferences about cost-effectiveness of interventions to be made. QALYs for the APEX trials were derived using the EuroQoL questionnaire (EQ-5D-3L) [11] completed by patients at baseline, and at 3, 6, and 12 months follow-up. The EQ-5D-3L questionnaire comprises five dimensions: mobility, self-care, usual activities, pain/discomfort, and anxiety/depression. Each dimension has three levels: no problems, some problems, or severe problems.
The primary clinical outcome was the WOMAC Pain score, completed by patients at 12 months after surgery. WOMAC Pain scores ranged from 0-100, with lower scores indicating more severe pain.
Resource use identification and collection
Collection of resource use data was identical for both the THR and TKR trials and related to services used for reasons related to the patients' joint replacement. Resources used at the treating hospital were extracted from medical records onto study-specific proformas. These included the initial inpatient stay for joint replacement, and subsequent inpatient stays and outpatient visits during the 12 months of follow-up. Initial inpatient resource use included operating theatre time, intra-operative LAI injection in the intervention group, time spent in recovery, and number of days admitted to a ward after surgery. After initial hospital discharge, inpatient and outpatient resource use data collected included the duration, reason for visit and ward details of inpatient, day-case admissions, accident and emergency visits, and outpatient visits at clinics.
All other resource use was collected using patientcompleted questionnaires, administered by post at 3, 6, and 12 months follow-up. This included secondary care at other hospitals, community-based health care visits, medications use, and use of social services. Community health care included contacts with a doctor, practice nurse, district nurse, community physiotherapist, and occupational therapist contacts. Social services included food at home and home care worker services, contacts with social workers, equipment provided to patients, and changes made to patients' homes during the follow-up period. We excluded services, equipment, and home changes paid for privately by patients.
Patients were provided with resource use logs at hospital discharge, and at 3 and 6 months to facilitate their completion of these questionnaires [12] . Both the logs and the questionnaires were tailored to the type of joint replacement (THR or TKR). Examples of the 3-months resource use questionnaire and log are available online on the DIRUM (Data Instruments for Resource Use Measurement) database [13, 14] .
Valuation of resource use
Resources used during the initial hospital stay were valued using unit costs obtained from the North Bristol Trust finance department. Cost estimates for time spent in theatre, recovery, and admissions to hospital wards included staff time, overheads, consumables, and medications. Unit costs for the LAI injection were provided by the Management and Procurement Department at North Bristol NHS Trust.
For secondary care visits in the 12 months follow-up period, we used information on the reason for inpatient admissions, duration of episode and clinical expert advice to derive healthcare resource group codes. Healthcare resource groups and outpatient appointments by clinical specialty, were valued using Department of Health Reference costs [15] .
Community-based resources and personal social services were valued using Curtis' unit costs for health and social care [16] . Equipment and changes to patients' homes, such as dressing aids, furniture raisers, walking aids, and chair lifts, were financed by social services, but provided to patients, on loan, through occupational therapists and physiotherapists at North Bristol Trust. We assumed the useful life of the equipment to be 2 years and valued it as the fraction of equipment cost proportional to the duration of patient use. Unit costs were obtained from equipment suppliers to North Bristol Trust or online sources from other suppliers when procurement costs were not available. Prescribed medications were valued using the British National Formulary 68 [17] . Table 1 describes sources of unit cost estimates.
Data analysis
The two separate economic evaluations, for THR and TKR, were intention-to-treat analyses and used the same methodology. QALYs were derived for each treatment group, attributing the quality weights from a sample of the UK population to the patients answers to the EQ-5D-3L questionnaire [18] , at baseline (pre-operative), and at 3, 6, and 12 months follow-up. QALYs were then estimated using the "area under the curve approach", which assumes a linear change between time points [19] . Mean and standard deviations for QALYs were calculated for each group.
Costs were estimated by multiplying units of resource use by their unit cost, reported in 2012-2013 prices ( Table 1 ). Resources were categorised into 17 categories. The total cost for each patient for each of these categories was calculated as the sum of the cost of the resource use items. For each category using all available data, we calculated means and standard deviations for resource use and costs by treatment group. The cost categories were then grouped into initial inpatient stay costs, secondary care costs during the follow-up period, community-based health care costs including medication, and personal social service (PSS) costs. The total individual patient cost for these four groups, as well as total NHS costs and total NHS and PSS costs, were calculated as above. Costs and outcomes were not discounted because of the 1 year duration of follow-up.
Incremental costs for the four main cost groupings, and QALY and WOMAC differences between groups, were then estimated using ordinary least squares regression, adjusting for APEX trial treatment group allocation and randomisation minimisation variables: baseline WOMAC Pain score and surgical approach. QALYs were further adjusted for baseline utility imbalances [19] .
Missing cost and outcome data were imputed using chained equations for multiple imputation [20] , and Royston's 'ice' command in Stata v13 [21] , to generate 20 complete datasets. This method uses regression techniques to estimate missing values, based on the values of available data. Complete datasets for the primary clinical outcome were taken from the statistical analysis of the trial outcomes [5] . The 17 cost categories and four EQ-5D utility scores (baseline and three follow-up time points) were imputed jointly, by treatment group allocation, adjusting for the primary clinical outcome, trial minimisation variables, and patient baseline characteristics: age, sex, body mass index, and dichotomous variables for education level (high vs medium or low) and marital status (single vs married or other). QALYs and grouped cost categories were then recalculated using the imputed values, and incremental costs and both outcomes with imputed data were then re-estimated adjusting for the same variables as described in the regression models above.
The incremental costs and outcomes (QALYs and WOMAC Pain scores) were presented in a cost-consequences table and depicted on cost-effectiveness planes. If no treatment was dominant, an incremental cost-effectiveness ratio (ICER) was estimated [22] . The ICER is a ratio that divides the difference in mean costs between arms by the difference in mean outcomes.
The incremental net monetary benefits (INMB) of the intervention were estimated in relation to QALYs, given that this health outcome has recommended UK societal willingness-to-pay thresholds [10] . The INMB statistic is estimated by multiplying the incremental health gain observed in the intervention, compared with control, by the societal willingness-to-pay thresholds for that health gain (λ), and then deducting the incremental cost difference [23] . We used thresholds of £10,000 per QALY, a threshold closer to recent valuations of QALYs for the UK [24] , and the NICE recommendations of £20,000 and £30,000 per QALY [7] . Positive INMB statistics indicate a cost-effective intervention, whereby society is willing to pay more for the health gain than what the intervention costs. To account for the uncertainty around the economic results, bootstrapped confidence intervals (BCI) with 1,000 replications were estimated for the adjusted costs, outcomes, the INMB statistics, and ICERs. Bootstrapped costs and effects were depicted in cost-effectiveness planes [25] . In cost-effectiveness acceptability curves (CEACs), we illustrated the probability of the intervention being cost-effective, given a range of societal willingness-to-pay thresholds. All analyses were conducted using Stata v13 [26] . In secondary analysis, we presented the results from a narrower perspective: the NHS perspective only. a When healthcare resource group codes could not be derived because of insufficient information, inpatient admissions were valued multiplying the number of nights admitted to a ward by the cost of a night in a general orthopaedics ward provided by the North Bristol Trust finance department
Sensitivity analyses
In one-way deterministic sensitivity analyses, we explored methodological and sample uncertainty around the economic results in relation to QALYs and the WOMAC Pain score. In the first scenario, we assumed a macro-costing approach to the prescribed medications, using the national average value of prescriptions costs per general practitioner (GP) consultation [16] , and multiplying it by the number of the GP consultations attended by the patient. Secondly, we explored the potential variation in the local trust cost estimates for the initial inpatient stay: theatre and recovery costs, LAI injection, and daily admission rates to wards, using worst and best case scenarios where local costs could be up to 50 % higher, or 50 % lower, than our local trust. In the THR trial, we explored the variation in the results from excluding two high cost patients: one patient in the control group, who was an intensive user of home care help, and one patient in the intervention group, who required further surgeries with high hospital re-admission costs.
All sensitivity analyses were performed from NHS and PSS perspectives. Imputation models for all cost categories and utility scores were redone accounting for changes in sensitivity analysis.
Results and discussion
The APEX trials
The APEX trials recruited 322 patients undergoing THR and 316 patients undergoing TKR between November 2009 and February 2012. In the THR trial, patients in the intervention group had less pain at 12 months post-operatively, and were more likely to report none to moderate pain than severe pain compared to the standard care group. In the TKR trial, there was no strong evidence that LAI influenced pain severity at 12 months post-operative. The clinical outcomes of the APEX trials are reported in full elsewhere [5] .
In the THR trial, 88/163 (54 %) patients in the intervention group and 85/159 (53 %) patients in the standard care group had complete NHS and PSS cost data ( Table 2 ). In the TKR trial, the corresponding figures (Table 3) . Complete cost and QALY data were available for 159 patients in the THR trial (49 %) and 142 patients in the TKR trial (45 %; not reported). Given the amount of missing data, our primary economic results statistics included imputed missing cost and outcome data. Tables 2 and 3 show the observed mean and standard deviations for the resource use and costs by treatment group, and by resource use category, for all participants with data. All available data is reported for each category. For both the THR and TKR trials, the available case results indicate that initial inpatient stay cost categories are similar between groups. Administering intra-operative LAI does not appear to increase operation time, but may reduce time in recovery by about 10 min. The length of stay following recovery was, on average, 5.2 days for both arms of the THR trial, and 5.9 days for the intervention group of the TKR trial compared to 5.2 days in the standard care group.
Resource use and costs
After initial discharge, there were lower readmission costs for TKR patients in the intervention group, whereas the reverse was true for patients receiving THR. Participants in both arms of the two trials had a similar number of appointments in the period.
In both trials, the intervention group seemed to have less contacts with a doctor compared with the control group, but more nurse contacts in the THR trial. Personal social services costs contributed a minor amount to the overall costs of delivering treatment for both types of joint replacement. Total unadjusted mean NHS and PSS cost was lower in the intervention group than the control group for both trials. All cost drivers for these trials display high variability, with large standard deviations around the categorical mean cost estimates. 
Adjusted outcomes and costs
Tables 4 (THR) and 5 (TKR) report the costs and outcome differences between arms. In THR, patients in the intervention arm had an incremental QALY gain of 0.052 (95 % BCI, 0.01 to 0.09) compared with the control group. This corresponded to patients in the intervention arm spending on average an estimated 19 more days in "perfect health" than patients in the control arm. In TKR, the estimated health benefit gain for the intervention arm was lower and findings were more uncertain, with a mean of 0.009 QALYs gained per patient in the intervention arm (95 % BCI, −0.04 to 0.057). In relation to the primary clinical result, patients in the intervention arm receiving THR experienced a greater reduction in pain severity at 12 months, by 5.35 points on the WOMAC Pain scale (95 % CI, 1.33 to 9.34) compared to the control arm. In TKR, there was weaker evidence for the pain reduction observed, with patients in the intervention arm experiencing less pain at 12 months by 3.33 points on the WOMAC Pain scale (95 % CI, −1.21 to 7.88).
In both THR and TKR, differences in the imputed and adjusted NHS, and NHS and PSS costs, indicated that patients in the intervention group had lower mean costs a Adjusted for minimisation variables (baseline WOMAC pain score and surgical approach) and baseline utility for QALYs, robust standard errors b Adjusted for minimisation variables (and baseline utility for QALYs), robust standard errors, M=20 multiple imputation sets, bootstrapped confidence intervals with 1000 replications c Adjusted for minimisation variables (baseline WOMAC pain score and surgical approach) and baseline utility for QALYs d Adjusted for minimisation variables, M=20 multiple imputation sets from main statistical analysis than those in the standard care group at 1 year. In THR, the mean cost per patient in the intervention group was £32 lower for the initial inpatient stay (95 % BCI, £-349 to £285), £34 lower for community-based health care costs (95 % BCI, £-83 to £16), and £139 more for readmission costs (95 % BCI, £-174 to £452), when compared with the control group, with mean overall NHS costs higher by £78 (95 % BCI, £-404 to £560). Mean PSS costs were lower in the intervention arm by £164 per patient (95 % BCI, £-418 to £91). Therefore, the combined NHS and PSS mean cost per patient was £86 lower in the intervention group (95 % BCI, £-634 to £462).
In contrast, in TKR, the mean cost per patient for the initial inpatient stay in the intervention arm was greater by £152 (95 % BCI, £-140 to £444) and the mean cost per patient of hospital readmissions was lower by £239 (95 % BCI, £-489 to £11). Therefore, there was an overall lower combined NHS and PSS mean cost of £77 (95 % BCI, £-528 to £374) per patient in the intervention group compared with the control group.
Economic results: NHS and PSS perspective
The cost and outcome results indicate that LAI, in addition to standard analgesia, is the dominant treatment a Adjusted for minimisation variables (baseline WOMAC c pain score and surgical approach) and baseline utility for QALYs, robust standard errors b Adjusted for minimisation variables (and baseline utility for QALYs), robust standard errors, M=20 multiple imputation sets, bootstrapped confidence intervals with 1000 replications c Adjusted for minimisation variables (baseline WOMAC pain score and surgical approach) and baseline utility for QALYs d Adjusted for minimisation variables, M=20 multiple imputation sets from main statistical analysis option in the two trials: cost-saving and more effective, both in relation to QALYs and pain severity at 12 months, than current clinical practice. Tables 6 and 7 present the cost-effectiveness results in THR and TKR, respectively. Given that the intervention was dominant, no incremental cost-effectiveness ratios were calculated for the base case results. In THR, the INMB statistics are positive, even at the more stringent willingness-to-pay per QALY thresholds. The mean INMB for the NICE-recommended £20,000 per QALY threshold was of £1,125 (95 % BCI, £183 to £2,067). In TKR, our findings also indicate positive INMB statistics at all willingness-to-pay thresholds, but more uncertainty around these estimates, with all bootstrapped confidence intervals crossing the null. Figure 1 plots the 1,000 replications of the adjusted bootstrapped incremental cost-effectiveness estimates in the cost-effectiveness planes and the corresponding CEACs for the various willingness-to-pay per QALY thresholds. Most estimates fall within the southeast quadrant of the plane, indicating the dominance of the intervention over standard care, more notably so for Table 7) , and WOMAC pain, from an NHS perspective only.
Sensitivity analysis results
Our results in THR (Table 6 ) are robust to costing method of medication use, with an INMB statistic at the £20,000 per QALY threshold only slightly higher than base case. Varying local trust cost estimates during the initial patient stay by a factor of 50 % higher or lower did not alter our results, whereby the intervention is still dominant in both surgeries. In THR, the INMB statistics range from £1,051, using lower local costs, to £1,151, when higher local costs were used, compared with £1,125 in the base case. In TKR (Table 7) , the respective Figure 2a portrays the cost-effectiveness planes and CEACs for the scenarios, displaying probabilities of LAI being the costeffective treatment option of over 98 % at the £20,000 per QALY threshold in THR. For TKR (Fig. 2b) , sensitivity analysis results are consistent with base case results with just over 60 % probability of LAI being costeffective at the £20,000 threshold.
Discussion
Our findings suggest that administering LAI before wound closure is a cost-effective treatment option compared to current clinical analgesia regimens in both primary THR and TKR surgeries. The evidence is stronger for THR than TKR, with large positive INMB and a probability of LAI being cost-effective of over 95 % across all scenarios. There is no strong evidence for the positive INMB statistics for TKR, although results point to LAI being the dominant treatment option with a 62 % probability of being cost-effective at current NICE thresholds of £20,000 per QALY. There was little difference in costs between the two arms in both trials, with the cost-effectiveness results being driven by the QALY gain, which is larger in the THR trial. This higher QALY gain in the THR also accounts for the difference in economic results between trials. From an NHS perspective, in relation to THR, the intervention is no longer dominant, but still highly cost effective.
Our study is the first, to our knowledge, to report a trial based economic evaluation of LAI in the longer-term for patients receiving THR and TKR. The economic results of our trials reinforce the effectiveness results, and together provide evidence that the intervention is both effective and cost-effective in THR. There is more uncertainty around the effectiveness and cost-effectiveness results for TKR, where patients already benefit from a femoral nerve block in standard care. Given that there are no safety concerns with the treatment [27, 28] , it should be recommended for use in patients having a THR.
Our study is not without limitations. The economic evaluation was carried out alongside the APEX trials, which were powered to detect a difference in the primary clinical outcome between treatment groups, but not in the cost-effectiveness outcomes. Collection of resource use data, particularly community-based health a) b) Fig. 1 a. Total hip replacement: primary and secondary analyses cost-effectiveness plane and cost-acceptability curve. b. Total knee replacement: base care cost-effectiveness plane and cost-acceptability curve and social services, relied on patient-reported data, completed by postal questionnaires at three follow-up points. This led to a substantial amount of missing data and imputation was therefore needed. The imputed value estimates varied substantially from available case estimates. Patients with complete cost and QALY data had better pain outcomes. This was, however, accounted for in our imputation model, which included WOMAC Pain outcomes as a predictor of costs and QALYs, for a more conservative economic result. It would, therefore, be unlikely that the interventions would not to be cost-effective at current NICE recommended thresholds, even if complete cost and QALY data had been obtained. Local estimates for the initial hospital were used rather than national tariffs to allow for the disaggregation of this stay. This could potentially limit the generalisability of the results to other hospital locations. However, there were only minor differences in resource use in the micro-costed items. A sensitivity analysis which altered these local unit costs showed the initial results to be robust.
Conclusions
Our findings suggest that administering LAI before wound closure is a cost-effective treatment option compared to current clinical analgesia regimens in both primary THR and TKR surgeries. The evidence, because of larger QALY gains, is stronger for THR. In TKR, there is more uncertainty around the economic result, and smaller QALY gains. Results, however, point to LAI being cheaper than standard analgesia, which already includes a femoral nerve block. 
